Epidemiologic evidence of increased airway reactivity in children with a history of bronchiolitis.
Airway hyper-responsiveness, or hyper-reactivity, can be identified on clinical evaluation in a number of ways, including a history of wheezing, physician-diagnosed asthma, or the bronchial response to challenge with nonspecific stimuli such as methacholine or histamine. However, wheezing and the responses to these stimuli are not uniform within or across individuals, and in the general population there is a wide range of bronchial responsiveness that follows a normal distribution. Airway hyper-reactivity occurs in a number of settings, including acute viral bronchiolitis. Some, but not all, studies of children years after hospitalization during infancy for respiratory syncytial virus bronchiolitis or another lower respiratory tract infection demonstrate the presence of airway hyper-responsiveness. In contrast, infants studied who are <12 months of age do not have airway hyper-responsiveness after episodes of bronchiolitis. Discrepancies in the study results may reflect the bronchial challenge procedure used and the pulmonary function studies performed. Viral lower respiratory tract infections might alter immune responses to favor immunoglobulin E production, but the results of studies relating respiratory syncytial virus bronchiolitis with subsequent immunoglobulin E production again have been discrepant. Host and environmental factors such as exposure to tobacco smoke or a family history of atopy may be more important than viral lower respiratory tract infections as determinants of bronchial reactivity.